the marked internal ear-type of deafness described by some authors, nor have I encountered the marked variation from day to day in the degree of deafness as expressed by Lermoyez, " tel est sourd vendredi qui dimanche entendra." REFERENCES.
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By Sir STCLAIR THOMSON, M.D., F.R.C.S.
In childhood and adult life.-Tuberculous otitis media has very different characters in infancy and childhood from those which it manifests in the adult. My contribution to this debate only concerns the disease as met with in the phthisical patients at an open-air sanatorium.
Clinical materials.-For the last nineteen years I have had the opportunity of examining the ears of all patients admitted to King Edward VII Sanatorium, Midhurst. I am not to-day giving the record of all these years, as I hope to publish later a complete record of the experience of twenty years.
To-day I submit (1) the records of my first ten years' service (1911) (1912) (1913) (1914) (1915) (1916) (1917) (1918) (1919) (1920) (1921) (2) the notes of the last four years (1926) (1927) (1928) (1929) (1930) , and (3) the conclusions which may be ventured from these two collections.
Statistics.-In 1924 I published a brochure entitled " Tuberculosis of the Larynx; ten years' experience in a Sanatorium," 1 and therein I devoted one section to tuberculosis of the middle ear. At that date, statistics showed that amongst 2,541 patients with tuberculosis of the lung, there were eleven with the disease in the ear (= 0-043%). Of these, amongst 1,535 men there were five aural cases (= 0 -039%), and amongst 1,006 women there was only one case (= 0-09%).
In the later, four years', series (1926) (1927) (1928) (1929) (1930) , hitherto unpublished, 766 patients were investigated in regard to the ears, and I found fourteen cases of aural tuberculosis (= 1 -82%). Eleven of these were found in 460 males (-2 2 38%), and three cases in 306 females (= 0 -98%). A rare con plication.-With regard to these figures it is just possible thatafter publication of my booklet in 1924-I may have kept a keener omutlook for this painless and insidious complication and hence the rise of its record from 0-043% to 1-82%. Anyhow, we are quite entitled to conclude from these figures that middle-ear suppuration is not a common complication of infection by the tubercle bacillus, but is met with in less than 2% of the cases admitted to a sanatorium. Sex distribution.-With regard to the sex distribution, both series of figures agree in suggesting that the lesion is more common in men than in women, and Schwabach and Hegetschweiler2 support this. Still, here again, statistics may mislead us. It was formerly held that tuberculosis was more common in the male than in the female larynx. Morell Mackenzie gave the proportion as 2-7 men to one woman. As late as 1913, Collet concluded that "according to all statistics, laryngeal tuberculosis is more common among men than women; certain figures even show that it is three to three-and-a-half times more frequent in men." 3 In my publication in 1924, I demonstrated that when women are exposed to the same conditions as men they are equally subject to tuberculosis in the larynx. ( comparison of the frequency of incidence of a laryngeal complication, I *found tuberculosis in the larynx in 477 cases out of 2,541 admitted, i.e., a proportion of 18 -77%.)
The difference may be due to the fact that women are apt to apply earlier than men for sanatorium help, that they are better patients in following medical advice, and that their resistance to disease is better, as shown by the lesser mortality among females " as observed in all countries when vital statistics are available." (Fishberg.) Tuberculosis ini earand larynx.-Again, these two series of observations illustrate how figures .may mislead us in regard to another matter in the incidence of aural tuberculosis. In 1924 I found six cases with this ear lesion among 477 cases of tuberculous laryngitis, whilst among 2,064 cases with pulmonary disease (but without a laryngeal extension) there were only five cases. I therefore ventured on the opinion that "this invasion of the middle ear may be regarded as much more frequently met with in adult tuberculous subjects who have tubercle in the larynx, than in those in whom it is limited to the lungs."
In the later contribution from my case records of 1926-1930, amongst my fourteen aural cases there were only two with tuberculosis in the larynx, and one in which it was suspected in the trachea. This-series, therefore, shows no preponderance of aural extension in laryngeal cases.
Clinical symnptoms.-These twenty-five cases gave unusual opportunities for watching the progress of the disease. Besides-as in several instances the ear mischief developed after the patient had been admitted-the somewhat rare opportunity was afforded of observing the onset and early development of the affection.
In botb groups of cases the local clinical symptoms were identical. In all cases the most striking symptoms are the absence of pain, fever, or free discharge. The patient first complains only of deafness or a dull sensation in his ear. The early and rapid onset of deafness is very marked. It may even happen that the first thing to attract his attention is some moisture or a slight discharge. There is no throbbing, distension or tenderness. One patient reported that a year before I saw him he felt "a click " in his ear, without any pain, followed by a thick, scanty discharge which persisted. In another case the patient had been in the sanatorium two months and a half before he became conscious of deafness and a feeling of dullness-but no pain-in one ear. This had persisted for three weeks when I saw him with a grey bulging of the supero-posterior segment and a small yellow point in the centre of it. A month later the discomfort had ceased, with the onset of a moderate, thick discharge. This discharge still persists-i.e., after more than two years-but, treated with hydrogen peroxide, it is now reduced to a small amount of clear mucus, which escapes through a small, posterior perforation, easily inflated. The rest of the drum is grey, thick, and retracted and the hearing remains much impaired. This moisture and deafness persist, although the patient's general condition-much helped by an artificial pneumothorax--is good, the lung activity is arrested, and the tubercle bacilli have disappeared from the sputum. They were never discovered in the aural discharge.
In other cases the drum, if examined before perforation, is seen to have lost its concave, glistening and translucent appearance. It is at first flat-and-then bulging, opaque, thickened, dull and sodden-looking. There is no congestion or tension about it, and hence no pain or throbbing. The drum never requires incision; it gives way without the usual "earache," and the patient would often be unaware of the rupture were it not that he notices a discharge. This is not blood-stained; it may be watery or curdy; the perforation through which it has escaped is generally filled and concealed by a thick white discharge of a dirty-milky or mortarlike appearance. This has a sickly or slightly foetid odour. The discharge is never abundant; it does not-particularly if the ear is cleansed once or twice a day-run out or stain the pillow. When it has been cleared away the opening in the drum is still ill-defined. It is generally in the lower segment and posteriorly, but may be discovered in the antero-inferior quadrant.
The unfortunate student or candidate for the D.L.O. is, I find, very often expected to say, at examination, that a tuberculous otitis media is characterized by " multiple perforations." Twice in my twenty-five cases I have seen a double perforation; in each case there was a large anterior and a smaller posterior perforation.
I have never observed caries, discharge of the ossicles, facial paralysis, or mastoid tenderness, nor have I seen any extension to the temporal bone, lateral sinus, meninges or brain.
Presence of bacilli.-As is well known, it is difficult to detect bacilli in the discharge from a tuberculous otitis media. 'In my first group of eleven cases I have no reliable records; the examinations were neglected or undertaken spasmodically. But, thanks to the zeal and care of the last two resident pathologists, Dr. Doris Stone and Dr. Sybil Robinson, the discharge in the fourteen cases of my last series (1926) (1927) (1928) (1929) (1930) has been investigated in every instance. In eleven cases the results of examination were negative. In three cases the bacilli were found. In one case there was no mention as to their number; in one it was reported that there were "two or three in a smear," and in the third they were "fairly numerous." It is noteworthy that, in one case, the bacilli were ,only discovered at the third examination. In all these 14 cases there were bacilli in the sputum.
In glancing through the literature I find that some otologists always found tubercle bacilli in the discharge, while others agree that they are only occasionallv discovered. The tubercle bacilli are doubtless much fewer in this lesion, as they are in other regions-the larynx, for instance, and still more so in the nose. The discharge is always scanty and, especially after treatment is begun, it is difficult in such a sensitive region to obtain a satisfactory amount of pus.
Animal inoculations, which were tried in some cases, did not yield better results. Advanced disease.-What may happen in the ears in cases more advanced than those we treat in a sanatorium I cannot say, but Politzer examined the temporal bones of patients who had died from phthisis and found that destruction was not limited to the drum and lining of the tympanic cavity. According to him the ossicles are deprived of their mucosa and so loosened that they fall out, even if touched lightly. The osseous framework of the temporal bone may become necrotic to a varying degree and the labyrinth exposed. -When the disease is extensive the petrous bone is entirely or partially necrotic and broken up in several pieces; the carotid canal, the lateral sinus, the mastoid process and the external meatus are involved in the tuberculous destruction, and the dura mater covering the temporal bone is infiltrated, discoloured and perforated.' Local treatment.-This has been very simple, consisting of the application of hydrogen peroxide drops, saline syringing and occasional Politzer inflations.
Results.-In three cases out of the twenty-five the perforation in the drum closed within one month, two months aind" a few months," with restoration of the hearing. In one case one ear was attacked and healed, and the other ear, two years later, followed an exactly similar course. This patient, whose larynx had been healed under the galvano-cautery, was shown before the Section of Laryngology in 1917.2
In the remaining twenty-two cases, however, i.e., in the majority, the otorrhcea and the deafness persisted during the several months they were in the sanatorium. In regard to the fourteen cases of my second series (1926) (1927) (1928) (1929) (1930) ) sufficient time has not elapsed to give the end-results. But in my first series (1911) (1912) (1913) (1914) (1915) (1916) (1917) (1918) (1919) (1920) (1921) I was able to follow the after-history, and reach conclusions which show that this complication is of evil omen, and that the end of patients suffering from it is disastrous. In 1924, i.e., within three years of the date when my statistics were made up, we found that out of the eleven cases of tuberculous otitis media, eight patients were dead, two were in homes for advanced cases, and one was " very ill." Prognostic value.-It was not the ear complication which killed these patients. Operation for this local lesion would have done no good, and would probably have hastened their end. This heavy mortality demonstrates that, just as in the case of tuberculosis in the larynx, invasion of the middle ear indicates that the infection is a severe one, or that the patient's resistance is a low one, or both. Anyhow, it helps to forecast the possible future and enables us to be of assistance to the sufferer in warning him that his case will be a long one, and demands all the care that can possibly be bestowed upon it.
Conclusions.-In such a kaleidoscopic disease as tuberculosis it is a little rash to venture on generalizations, but I think the following conclusions are justified :-
(1) Tuberculosis of the middle ear is a comparatively rare complication of the infection.
It occurs in less than 2% of the cases admitted into a sanatorium.
(2) The painless onset of a scanty, thick ctorrhbea and marked deafness, in an adult, should suggest a tuberculous origin.
(3) Tubercle bacilli, in the aural discharge, can only be detected in a minority of cases.
(4) Confirmation of a provisional diagnosis should be sought in a careful general examination of the patient (sputum, chest, temperature, X-ray, etc.).
(5) This fornm of otitis media occasionally heals, in certain cases, under simple measures -with sanatorium treatment.
(6) It is best treated in a sanatorium where a patient could have the benefit of general care, as well as such measures as artificial pneumothorax, phrenic avulsion, thoracoplasty and so forth, which have proved helpful in the treatment of tuberculosis of the larynx.
(7) Active local measures are rarely called for, and might be disastrous, because (8) It is a complication which indicates a severe infection. (9) Its discovery justifies a grave prognosis.
Mr. A. R. Tweedie (President) said that the first discussion of this subject took place in 1903, since when the question had never been considered by the Society, except at a meeting in 1915, when it was re-opened after articles and notes of cases by Dr. Logan Turner and Dr. Fraser. There had been only about twentyfive references to tuberculous otitis media in the Proceedings since 1903, and he thought it regrettable that more attention had not been paid to such an important pathological condition.
HEe had been interested to hear that Sir StClair Thomson had not found tuberculous otitis media more prevalent among cases of pulmonary tuberculosis. This statement was supported by Cemach, to whose work Mr. Ormerod had referred, who, from the examination of three different groups: (1) pulmonary tuberculosis;
(2) tuberculosis without involvement of the lungs; (3) cases in which no other sign of tuberculosis was present-was able to report the percentage occurrence of tuberculous otitis media as 2 -3, 5 and 6 -3, respectively.
He would like to stress a reference made by Mr. Ormerod to the complete destruction of the tympanic membrane, including its periphery, as one of the endresults of tuberculous lesion of the middle ear, which might almost be regarded as pathognomonic of a pre-existing tuberculous lesion. If so, it meant that in many of such cases the patients recovered without the aid of treatment, since it was fairly common to find this appearance, with the exposed middle ear perfectly healthv and tolerant, and the owner having no recollection of any past aural pain or otorrhcea.
Neither of the former speakers had made any reference to the cultivation of the tubercle bacilli as an aid to diagnosis. His attention had been directed to this point by the works of Lowenstein, Cemach, H. J. Corper, and Sweany and Evanoff, all of whom apparently agreed that cultivation was a much surer diagnostic aid than animal inoculation. They were beginning to adopt this method at the Nottingham General Hospital but as yet had no results to report. Mr. J. F. O'Malley said that this subject had been of interest to him ever since a, visit to Vienna twenty years ago. That the subject had attained prominence in the profession was largely due to the teaching of Politzer. He (the speaker) had looked for cases of otitis media due to tuberculosis in his clinic ever since then, but had not found one; this did not mean, however, that he did not recognize that they existed. Sir StClair Thomson said that there was a fallacy in the statistics, but this was not so much in regard to the relationship between middle-ear suppuration and the presence of tuberculosis in the lungs, as in regard to the fact that in every case of middle-ear suppuration one must be careful to dissociate this from tuberculosis unless there was manifest evidence in proof. Even when one found inicro-organisms of tuberculous type, it did not necessarily follow that the lesion in the middle-ear was tuberculous. It was easy for it to be accidental. Some of the statistics which the President quoted would lead one to believe that tuberculosis of the middle ear was much more common in cases in which there had been no tuberculous lung lesion than in those in which such disease was present. If these were accepted, one would also have to accept the proposition that primary tuberculosis of the middle ear was an established fact. For several years many people who found tuberculosis of the larynx without evidence of that disease in the lung, claimed that there was a primary tuberculosis of the larynx, but he did not think that claim had been established. Even the rarity of discussions on the subject before the Society seemed to show how seldom cases of tuberculosis of the ear were met with.
Mr. Sydney Scott said that among Mr. Ormerod's interesting series of cases he recognized cases parallel with those he himself had seen, but he (Mr. Scott) had not seen more than twenty patients with proved tuberculosis of the ear among at least 25,000 aural cases. He ought to explain that the first five were at the Evelina, Hospital for Children, while others were in the Aural Department at St. Bartholomew's Hospital, and four were in private practice. Those who attended special hospitals for tuberculosis would have opportunities of seeing many more than those who practised only in general hospitals.
[Mr. Scott cited several of his cases, one being that of a medical man who had phthisis and tuberculous tonsillitis and who died from tuberculoma of the midbrain. The patient was an aural surgeon who practised ophthalmology and the tragedy was that he became deaf and blind. In another case, that of the daughter of a surgeon, the tuberculous disease spread to the lateral sinus; this case has been cited in a former discussion and was reported in the Proceedings.1] Sir James Dundas-Grant said he was able to confirm the statements as to the rarity of tuberculosis of the ear. The presence of more than one perforation was a strong point in favour of tuberculosis. A robust-looking man had once come to see him because of dullness of hearing, and, finding multiple perforations, he had said: " If you were not the picture of health I would have said you had tuberculosis of the middle ear." The patient replied that he had been sent to South Africa because of tuberculosis in his right lung. He (Sir James) felt that the prognosis in these cases was not so deplorable as Sir StClair Thomson appeared to think, because in some of his (the speaker's) cases 
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Proceedings of the Royal Society of Medicine 62 ear. The lower half of the tympanum had disappeared, but the discharge dried up and the drum cicatrized completely. The patient lived a number of years afterwards and eventually died from kidney disease.
Another case was one seen in 1907. In this there was evidently tuberculosis of the middle ear. It was treated with the galvano-cautery. In 1913 the tympanic membrane was cicatrized, the tuberculosis of the larynx had healed. This patient was still alive, but had, however, acquired syphilis, and was now suffering from general paralysis. These cases showed that it was reasonable to expect occasional good results even in such deplorable conditions.
In the treatment of his cases of tuberculosis of the ear, iodoform in drops had seemed to be most nearly a specific.
Mr. J. S. Fraser said that a distinction should be made between "tuberculous otitis media" and otitis media in tuberculous subjects." Regarding the question of demonstrating the tubercle bacillus, he was not sure that every acid-fast bacillus was a tubercle bacillus; smegma bacilli were also acid-fast. He would like to hear more details concerning the new cultural method mentioned by the President, because he (the speaker) had always understood that the method of demonstrating the tubercle bacillus was to treat the suspected material with ericolin or antiformin so as to kill the pyogenic organisms, and then to inoculate guinea-pigs with the material so prepared. After the guinea-pigs died or were killed, one inoculated various egg media from the affected glands, to find out whether the tubercle bacilli were of the bovine or human type.
He (Mr. Fraser) did not know whether the presence of giant cells was absolutely diagnostic of tuberculosis; he had met with one case of syphilitic disease of the ear in which giant cells were present, and he had seen others in which there was apparently a pyogenic disease of the middle ear and in which giant cells were found.
-In Continental countries there was a tendency to regard a large number of cases with anterior perforations of the drumhead as tuberculous. It might be that when tuberculous disease spread up the Eustachian tube it caused such a perforation, but the statement that anterior perforations of the drumhead were usually tuberculous was rather too sweeping. Anterior perforations associated with mucoid discharge were difficult to treat, but that was because the disease was in the Eustachian tube and so was difficult to get at.
He could confirm what Mr. Ormerod and Sir StClair Thomson had said as to the frequency, or rather the infrequency, of tuberculous disease of the ear in cases of pulmonary tuberculosis. Dr. Logan Turner and himself had examined a large number of cases at a hospital for consumptive patients, but had only found two patients in whom the ear disease appeared to be tuberculous. Nowadays at the Royal Infirmary, Edinburgh, they did not see many cases of tuberculous disease of the ear in infants and young children, because there was now an Aural Department at the Royal Hospital for Sick Children, and most of these cases went there. Another reason for seeing so few cases was the improvement in the milk supply of Edinburgh and district. When papers on the subject of tuberculous disease of bones and joints and of the tonsils and cervical glands were written by Professor John Fraser and by Mr. Philp Mitchell, 20% of the milk supplied in Edinburgh contained living tubercle bacilli. Since then matters had greatly improved.
With regard to blood infection as a cause of tuberculous ear disease, he thought this was probably more common than had been supposed by Dr. Logan Turner and himself when they read their paper before the Section in 1915. He had since come across one or two cases in which microscopic examination showed evidence of tuberculous granulation tissue in the mastoid but not in the middle ear. Such cases were almost certainly due to blood infection.
He doubted whether all patients with multiple perforations in the drumhead were suffering from tuberculous disease in the middle ear. A large number of patients had perforations in the membrana tensa and also in Shrapnell's membrane, and should 63 Section of Otology 965 not be regarded as tuberculous; other cases showed scars of former perforations both in front of and also behind the malleus. Tuberculous cases were not satisfactory to treat. He had found that the most extensive operation was best for these tuberculous children. It was advisable not only to perform the radical mastoid operation, but also to expose the dura of the middle and posterior fossae, because the dura mater made a better barrier against the spread of tuberculous infection than did the bone of the mastoid.
Mr. Harold Kisch said that though the majority of cases of tuberculosis of the ear were examples of middle-ear disease, now and then cases came with symptoms suggestive of internal ear, or intracranial, disease. Tuberculosis of the petrous bone showed itself clinically by symptoms suggestive of involvement of the labyrinth or of cranial nerves. He had had experience of both types. An interesting case of the first type was that of a man, aged 37, who complained of severe attacks of giddiness. He had advanced tuberculosis in both lungs and was very ill. Six weeks before he came to hospital, in December, 1929, he had had a discharge from his right ear, but had no deafness. Two weeks after that, he had sudden severe vomiting and giddiness, but bad no pain. He went to bed, and remained there a week. When he got up and attempted to walk he staggered. After that he had attacks of giddiness continually, always with a sensation of headache. When he (Mr. Kisch) first saw this patient, a slight discharge from the middle-ear was present and there was a small perforation. There was a spontaneous nystagmus to the left, increased on applying the cold caloric test. Hearing was slightly diminished, bone-conduction was increased. A neurologist was able to exclude evidence of intracranial complication. The patient was put to bed, the ear was cleansed, and injections were given. Improved conditions enabled him to be sent home under the charge of his doctor, who was tuberculosis officer for the district. After leaving hospital he progressively improved, then, three months afterwards, he had sudden weakness of the left arm and left leg, rapidly became comatose, and died four hours after the onset of these symptoms, which suggested the presence of an intracranial abscess.
The other type of tumour formation was exemplified by a case which he (the speaker) showed at this meeting (see p. 67). The patient complained of hoarseness, and there was paralysis of the right vocal cord. On routine examination, a polypus was found projecting out of the right external auditory meatus, and there was paralysis of the ninth, tenth, eleventh and twelfth nerves. The interest of these cases lay in their differential diagnosis from cases of malignant disease of the ear and other intracranial conditions causing pressure on the nerves at the point of exit from the jugular foramen.
Mr. C. Hamblen Thomas said he thought that tuberculous infection of the middle ear was more common amongst children than amongst adults. He had examined two cases. One was in a young man who had acute tuberculosis and a tuberculous larynx. Sections of the mastoid were examined, but there was no evidence of tuberculous infection. Another was that of a little girl who had generalized tuberculosis. This was a bad case, and the middle ear was infected. On microscopical examination giant cells were found. The final test in these doubtful middle-ear infections was the injection of guinea-pigs. Some Continental observers, employing this method, maintained that there were more cases of tuberculous infection of the ear than was usually suspected. The difficulty was to obtain enough guinea-pigs for this test in all these cases. There were many children whose general appearance made one suspect tuberculosis, but it was difficult to prove. The mastoid was operated upon but healing was delayed, and often a sinus persisted at the back of the ear. These were not so much cases of tuberculosis of the ear as instances of poor healing power in tuberculous subjects.
Mr. J. A. Gibb said that he had once carried out an investigation into the action of tuberculin on various kinds of tuberculous conditions. The late Sir Lauder Brunton had taken an interest in the work, and had given him an introduction to Professor Sahli, of Berne. During the two years of the investigation he had had seventy-five cases of different kinds of tuberculosis-of skin, nares, inferior turbinate, choroid of the eye, larynx, lung, tuberculous pleuritis, meningitis, tuberculous kidney, tuberculosis of glands, bones, joints. What he always found difficult to decide was whether he was dealing with a case of active tuberculosis, or with one in which the disease was latent or cured. In a frank case of tuberculosis, such as thcse seen in sanatoria, one had sputum, fever, etc., as guides. He had since been looking out for cases of tuberculosis in his practice as an otologist. During the last thirteen years he had operated upon over 900 mastoids, and had had over 2,000 ear cases pass through his hands, but he had never encountered a case of primary tuberculosis of the ear. He had had cases of chronic and acute otitis media, and cases of acute mastoiditis and chronic mastoiditis occurring in tuberculous people. In children, he thought, active tuberculosis and otitis media occurred together, and he had found that the thoracic glands and abdominal glands showed activity. The way in which he had judged of that was by the administration of tuberculin in the cases which he suspected to be tuberculous. To some which did not. yield to treatment he gave a small dose of tuberculin, and the effect of that had been amazing. He would report two cases:-(1) The first was that of a woman, who had come into hospital with an acute mastoiditis not of the flagrant type. The condition would not yield to treatment, and on inquiring from her doctor, he (Mr. Gibb) ascertained that she had been in a sanatorium, and discharged cured. Her right lung showed evidence of tuberculosis. He gave her small doses of tuberculin, with immediate result, and the patient left the hospital in three weeks' time with a healed mastoid. (2) The second case was that of a boy, who had a profuse discharge, for which he (the speaker) advised a certain line of treatment. As, however, the temperature did not come down, the patient was brought into hospital. Though he (Mrr. Gibb) did not find frank mastoid disease, there was tenderness at the tip. He operated, and found the mastoid full of pus, and the cells typically so. He performed a complete operation, scraping out thoroughly. The boy, however, did not improve, but began, on the contrary, to lose weight. His family lived in London, but his own health had been so bad that he had been brought to the country to live. The general examination showed enlarged thoracic and abdominal glands. Treatment with tuberculin was begun and' on the fourth day the change was remarkable. The patient left the hospital with a perfectly sound drum and a cleared-up mastoid.
In all cases in which tuberculosis of the ear was suspected, a thorough examination of other systems should be made. It was an interesting fact that bacilli might be present in the urine without any disease of the genito-urinary tract being present. This he (the speaker) had noticed in tuberculous disease of the lungs.
It was not impossible that the presence of tubercle bacilli in discharges from the ear might be accounted for in the same way, namely by the blood-stream.
Mr. L. Graham Brown said he would be glad if the openers of the discussion would give their opinion concerning mixed infections and their effect on the prognosis in tuberculous cases. His own experience of tuberculosis of the ear had been only slight, and he had never yet diagnosed a case of tuberculous otitis media, though there had been cases of complicated mastoiditis in which he was interested, and he had two cases now under care in which he had operated for mastoiditis, and which were certainly tuberculous. He agreed that in these cases, when there was mastoiditis and the middle-ear was disorganized with granulations, a radical mastoid operation was essential. They' healed posteriorly, but left a cavity which granulated.
Was it the mixed infection which kept the granulations so prolific, or was it the Section of Otology 967 tuberculous process ? He himself thought that the mixed infection was responsible, because in one case, after a little treatment with caustic, practically all the granulations disappeared, leaving, however, an unhealed surface. If the mixed infection was disposed of, was the prognosis of the tuberculous condition improved ? With regard to clearing away bone, there was much to be said for that and for exposing the dura, which was more resistant. In the case he had just referred to necrosis was still going on, and he had wondered wbat the ultimate fate of the case would be, and whether he should interfere further and clear away the bone in the effort to prevent extension to the cranial cavity.
Mr. J. Adam said that he had had a case which had at first seemed parallel to that quoted by Mr. Kisch, in which there was involvement of the cranial nerves from the eighth to the twelfth. The patient had come to him six years ago having a discharge from the ear. He had opened the mastoid, but found it clean, and there was good healing. There was ulceration on the floor of the external meatus. He did not see the patient again for six years until last November, when he found that she had a growth at the bottom of the meatus; she had a fixed right cord and paresis of the soft palate. She had slight difficulty in swallowing and the tongue was protruded to the right side. She was quite deaf. The disease was not proved to be tuberculosis, and he regarded it as malignant. No pain was complained of. With regard to the point made by Mr. Fraser as tp eradicating bone down to the dura, he had had a case in a child with a carious spine and dactylitis and acute tuberculous disease of the mastoid. He operated on the mastoid and found a large abscess. This he evacuated and then he discovered a large hole in the occipital bone. The dura was lying on the scalp. The child recovered. This case showed that the dura formed a good guard against tuberculous disease.
Mr. Harold Kisch said that the diagnosis in his case was made first on examination of the microscopical section of tissue removed, and secondly on the fact that the Wassermann reaction was negative and that there was no response to anti-syphilitic treatment. The condition was not malignant.
Mr. W. J. Harrison asked what Mr. Ormerod considered to be the indications for operation. He had in mind the two following cases: I.-In the first case-that of a nurse-he had diagnosed tuberculous disease of the middleear. This was not confirmed bacteriologically, and there was no evidence of tuberculous disease elsewhere. Some months later nmeningitis developed and was found to be tuberculous.
The patient died. There had been none of the usual signs of implication of the mastoid.
II.-The other case he saw in July, 1931. A discharge from the right ear occurred without any pain and was thought to be due to sea-bathing. On examination he found a perforation in the antero-inferior part of the membrane, which was slightly reddened. A slight amount of discharge was present. Shortly afterwards a perforation appeared in the postero-superior quadrant through which some pus could be drawn by suction and a granulation could be seen. Simultaneously a minute white point appeared on the membrane close to the first perforation, and this rapidly broke down to form a perforation. Inquiry elicited the fact that the patient had had a morning cough since an attack of bronchitis eighteen months previously. The sputum contained tubercle bacilli. There was no mastoid pain or tenderness, but at operation the mastoid was found to be extensively infected.
Mr. Ormerod (in reply) said that 11 of his cases were male, 6 female, these extending over a period of four years. Of the phthisical patients with tuberculous otitis media, 8 out of 16 had laryngeal tuberculosis. In one case tubercle bacilli were found in the discharge, and, on healing taking place, one of two perforations had closed.
Mr. Scott had mentioned a case of lateral sinus thrombosis following tuberculosis of the middle ear. He found one in the Journal of Laryngology for 1904, and another reported by J. Adam in 1927, and that was the only other case. Mr. Fraser had questioned whether the acid-fast bacilli in the discharge were
